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Abstract 
Many health professionals in Vietnam have limited knowledge and experience in coordinating 
care for victims of Domestic Violence (DV). This qualitative study aimed to elicit the beliefs of 
nurses and doctors that are influencing the care of victims of DV. Data were collected by semi- 
structured interviews with nineteen nurses and doctors. Data were analyzed by content analysis 
and organized by three main themes; behavioral beliefs, normative beliefs and control beliefs. The 
outcomes of this study will inform the development of intervention strategies that will enable 
health professionals to better respond to and manage care for women who experience domestic 
violence in Vietnam. 
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1. Introduction 
Domestic violence (DV) against women is a major international human rights and public health issue, and oc-
curs through all levels of society regardless of age, race, religion, wealth or country of origin [1] [2]. Research, 
which has mainly been undertaken in Western countries, has estimated that between 10% and 60% of women 
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have been hit or exposed to physical assault by a partner at least at one point in their lifetime [1], and 3% to 52% 
of women report having experienced some form of domestic-related physical violence in the previous year [3]. 
Not only its prevalence, but also its consequences, contributes to DV being a significant public health issue. DV 
has the potential to have a major impact on women’s mental and physical health, including short (e.g. injuries) 
and long-term (e.g. gastrointestinal disorders, chronic pain syndromes, depression) impacts on their wellbeing [1] 
[2] [4]. 
Domestic violence against women is a significant issue within many families. To date, few studies have been 
conducted that estimate the prevalence of DV among women in Vietnam, however the available research sug-
gests that more than 30% of married women have been beaten or exposed to other kinds of physical abuse by 
their spouse [5]-[7]. The prevalence and forms of violence vary according to social strata and other household 
characteristics. Vu, et al. [8] reported that, at a district and commune level, verbal violence occurred in 20% to 
50% and physical violence in 5% to 20% of families. Furthermore, this study reported that all forms of violence 
were less likely to occur in families where couples were equal income earners, and that verbal abuse occurred 
most frequently in households where the woman was the main income earner.  
Vietnam has undergone a rapid social transition in the past two decades. Firstly, it has moved from a planned 
economy system to a market economy, and has progressed toward greater gender equality [9]. It was only in 
2007 that domestic violence against women was recognized in Vietnam at the governmental level, by the pass-
ing of a law, “Law prevention and control of domestic violence” [10]. Although this recognition now exists at a 
governmental level in Vietnam, questions remain about the roles and responsibilities of health care providers 
and communities in caring for the victims of DV. At a community level, the Vietnam Women’s Union staff and 
local reconciliation groups have a mediation role in DV cases. However, the reality is that the subject of DV is 
largely surrounded by silence in Vietnam. Health providers lack the understanding about violence against wom-
en being a serious health concern, and are often reluctant to intervene [11]. 
As front line healthcare providers, it is very important that nurses and doctors need to screen for exposure to 
DV. Health professionals should take the responsibility for raising the issue with individual patients, monitoring 
the cases, expanding the information, and assisting in enhancing skills and awareness among local authorities and 
others involved [1] [11]. However, there is still a gap in the literature about the role of Vietnamese nurses and 
doctors in identification of the victims. To date, no known study in Vietnam has explored the psychological fac-
tors contributing to the reluctance of nurses and doctors to identify victims of DV. Therefore, the current study 
aimed to explore the underlying beliefs that influence nurses and doctors in screening for victims of DV. This 
knowledge will contribute to the design of an intervention to achieve better healthcare of victims of DV in Viet-
nam. 
2. Method 
2.1. Research Design 
This was an elicitation study which used the Theory of Planned Behaviour framework [12] as the basis for the 
guiding of questions to elicit the salient beliefs regarding the role of identification of abused women among health 
professionals. 
2.2. Ethics  
Ethical approval was obtained from the Queensland University of Technology’s Ethics Committee (No: 
1000000975), Australia and the Local Ethics Committee, Hanoi School of Public Health (No: 045/2010/TYCC- 
HD3). Approval to conduct the study was obtained from the Managers of the two hospitals where the data was 
collected. 
2.3. Selection of Hospitals 
This study was conducted in the emergency and outpatient units of two district hospitals in Vietnam. The hos-
pitals were located in two different provinces that have different socioeconomic profiles; one being located in 
about 5 kilometres from a metropolitan centre, and other being approximately 25 kilometres from a metropolitan 
centre.  
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2.4. Participant Recruitment 
Nurses and doctors who were working in emergency and outpatient units of the two selected hospitals were 
asked to participate. Emergency units were selected for participation in this study as there is evidence that the 
prevalence of DV is likely to be higher among emergency department patients than in the general population 
(Olive, 2007). Due to the principle of patient classification applied in Vietnamese hospitals, patients with non- 
urgent health problems (e.g. depression) are required to enter outpatient units. Therefore, outpatient units were 
also included in this study.  
The inclusion criteria for nurses and doctors were: 
 Officially employed to work in emergency or outpatient units; 
 Involved in the provision of care for the hospital patients. 
To recruit participants to the study the researcher contacted the managers of the two hospitals to describe the 
project and to obtain Letters of Acceptance. Afterwards, the managers introduced the researcher to the staff of 
the emergency and outpatient units. The researcher then explained the aims of the research and provided staff 
with a participant information sheet and consent form. Participants were required to sign the consent form prior 
to participating in the interview.  
The researcher returned to the hospitals one week after the first recruitment contact with nurses and doctors to 
conduct the interviews. The participants could choose a convenient time for them to arrange their individual in-
terview appointment. Each interview was of 20 - 30 minutes duration. All the interviews were conducted in a 
private room, with discussion being only between the researcher and the participant. 
2.5. Data Collection Instrument 
A series of open-ended questions, were used to elicit the underlying beliefs that influence healthcare provider’s 
identification of victims of DV (Table 1). Firstly, participants were asked about the advantages and disadvan-
tages of screening for victims of DV: “As a nurse/doctor, what do you believe are the advantages/disadvantages 
of the identification of DV?” The notion of the identification of DV was clarified with all participants to include 
screening and questioning for DV. Participants were questioned in the interview to ensure they understood the 
concept of identification.  
Participants were then asked to provide their opinions on any individuals or groups who may approve or dis-
approve of them identifying victims of DV: “Are there any individual or groups who would approve/disapprove 
of your identification, for screening and questioning?” Participants were also asked about the factors or cir-
cumstances that would prevent or encourage them to identify victims of DV: “What factors or circumstances 
would enable/make it difficult for you to identify the victim?” 
2.6. Transcription and Analyses 
Content analysis was used to analyse the data. All the audio-taped interviews were firstly transcribed verbatim, 
including any nonverbal or background sounds (e.g., laughter, sighs). Identifying information of all participants 
was removed. Transcripts of the interviews stored in word files were then content coded using objective analyt-
ical codes derived from the TPB and the research question. This included the content analysis (1) of behavioural 
advantages/disadvantages, (2) of individual or social groups who serve as social referents, and (3) of easy/dif- 
ficult circumstances to perform the behaviours were applied to reveal belief themes. Only themes which were  
 
Table 1. The semi-structured interview questions. (Q: question).                                                      
Q 1 As a nurse/ doctor, what do you believe are the advantages of identification of victims of DV? 
Q 2 As a nurse/ doctor, what do you believe are the disadvantages of identification of victims of DV? 
Q 3 Are there any individual or groups who would approve of your identification of victims of DV? 
Q 4 Are there any individual or groups who would disapprove of your identification of victims of DV? 
Q 5 What factors or circumstances would enable you to identify victims of DV? 
Q 6 What factors or circumstances would make it difficult or impossible for you to identify victims of DV?  
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endorsed by at least 10% of respondents were then categorized into three main components of the TPB: beha-
vioural beliefs, normative beliefs and control beliefs [12].  
Validity was maintained by including independently in undertaking the content analysis. Any differences that 
emerged were discussed until agreement was established to create a final set of coding categories and to phrase 
the categories. 
3. Results 
Twenty interviews were conducted among health professionals in the two hospitals (eleven nurses and nine 
doctors). One interview with a nurse was excluded as the respondent appeared not to understand the interview 
topic and little information emerged. Therefore, the analytic sample comprised of ten nurses and nine doctors. 
Table 2 displays the demographic characteristics of the sample. Females represented 68.4% and the percentage 
for males was 31.6. The age range was between 18 and 60 (Mean = 35.95, SD = 9.5). Six of the participants 
were undertaking managerial roles (in addition to their clinical roles) in the hospital, including two chief nurses 
and four directors of the units (directors of the units are all doctors).  
3.1. Behavioural Beliefs  
3.1.1. Facilitate Care Provision 
Participants believed care provision would be facilitated for the abused patients if health professionals could 
identify a woman being abused. Health professionals felt that the doctor needs to aware about DV in patients in 
order to make accurate diagnosis. Nurses also identified the importance of knowing about any DV that their pa-
tients were experiencing in order to provide specific and related care and referrals for the women. Participant 
responses reflected this theme: 
“if we know about the causes of the injury, it will help to find out the best way to take care of the patients, even 
it can help us to find out other injuries”. 
3.1.2. Provide the Victim a Sympathetic Ear 
Many nurses and doctors thought that one of the good things related to identification is they can provide the vic- 
 
Table 2. Characteristics of the participants.                                                                   
  Frequency (N) Percent (%) 
Hospital 
1 10 52.6 
2 9 47.4 
Gender 
Female 13 68.4 
Male 6 31.6 
Marital status 
Single 3 15.8 
Married 16 84.2 
Occupation 
Nurses 10 52.6 
Doctors 9 47.4 
Level of Education 
Postgraduate 6 31.6 
University 4 21.1 
Colleague 1 5.3 
Vocational school 8 41.1 
Working position 
Clinical Staff 13 68.4 
Staff undertaking a managerial and clinical task 6 31.6 
  Mean SD 
Age 
Working experience (years) 
35.95 9.5 
12.32 8.7 
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tim with a sympathetic ear. Participants stressed that patients, especially women who experience DV, may need 
someone to listen to them. Health professionals would have an opportunity to listen to the women that could 
help the women to overcome and work with the hardest moment of the violence. For instance, one nurse said 
that: 
“When we ask her, she can tell me something that helps her to release the stress, good for her to have someone 
to share”.  
3.1.3. Feeling of Doing Something Positive 
It was believed that the health professionals will have a feeling of doing something positive if they identify the 
victim. A participant said that: 
“If I can do something for her, although it may not help her much, I at least feel happy”. 
Besides benefits, health professionals also revealed some negative consequences which could be associated 
with their identification of the victims of DV. 
3.1.4. Reactions from the Husband and His Family Members 
Most of participants agreed that a drawback of identification of the victim is that they may receive negative 
reactions from the husband and his family members. Health professionals worried that the violence may suddenly 
turn to them as the husband was absolutely furious at the responses of nurses or doctors to help his wife. The 
following extract was typical of participant’s concerns about the potential harm: 
“I just worry that the husband may get angry, he is the abuser and of course he does not want anyone to know 
about his mistake, his family also takes sides with him surely, they even abuse staff in the hospital if they cannot 
control themselves”. 
3.1.5. Meddle with Victim’s Private Issues 
Another factor that may limit the health workers to screen for DV is the feeling that they will meddle with victim’s 
private issues. Some health professionals believed that when a person visits a hospital, she just want to search for 
health care services. The women may feel shameful to expose that she is a victim of DV. She may need the help 
from her parents or relatives rather than the help from a nurse or a doctor. A nurse stated that: 
“It is a very sensitive matter of their family; they may not want strange people to be involved in, if we ask them, 
the situation may be worse”.  
3.2. Normative Beliefs 
3.2.1. Compassionate People 
Compassionate people were the first referent who would approve health professionals’ identification of the abused 
women. Health professionals believed that helping an abused woman is a good thing to do. They believe that 
people who understand the importance of helping an abused woman would certainly expect health professionals to 
screen for the violence with their patients. As one participant commented: 
“When a woman is abused, everybody will feel sorry for her so they will approve absolutely if I support her”. 
3.2.2. The Victim and Her Family 
Health professionals believed that the victim and her family would approve of them detecting violence occurring 
with women. They stated that although some women may try to hide the fact that they are victim of DV, it was 
always important for a nurse or a doctor to listen to and to help the women to overcome the violence. They be-
lieved that the women would never refuse the help of health professionals if it was done in a sensitive way. One 
participant explained: 
“The women would want someone to know about her trouble and help her, her family also want good things for 
her”. 
3.2.3. Health Professionals’ Family and Colleagues 
Health professionals believed that their family and colleagues are also people who may approve of health pro-
fessionals responding to victims of DV. Nurses and doctors believed that their family always stayed behind them 
and emotionally supported them in whatever they do to help their patients. They also believed that most people 
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who were trained to be a healthcare provider would have a warm heart; therefore they believed in their colleagues 
to understand the importance of helping abused women. A participant expressed that: 
“If I talk with either my colleagues or my family, they will understand and support me if I help the women”.  
3.2.4. The Victim’s Husband and His Family 
The health professionals believed that the victim’s husband and his family would disapprove of health profes-
sionals screening for DV. Health workers believed that any response taken by health workers would benefit the 
victim and potentially disadvantage the husband. A participant expressed their concern: 
“The abuser will never accept any responses of a nurse or a doctor to his violence at home”. 
3.3. Control Beliefs 
3.3.1. Current Hospital Facilities Are Good 
Many nurses and doctors believed that their hospital’s conditions are the best place to screening for DV. Good 
support facilities would help doctors to assess injuries of the women. For example, a participant said that: 
“My hospital has quite enough essential facilities to identify the injuries of the victim...we have x-ray, ultra-
sound…” 
3.3.2. Support of Colleagues 
Health workers reported that if a case of DV presents, their colleagues will support them in their work and they 
will have time for the victim. A respondent said that: 
“We help each other in work. If a woman just wants to keep talking with me about her violence at home, because 
she needs someone to share, yes, my colleague will help me with other clinical tasks, I think that”. 
3.3.3. Being a Health Worker 
It was also felt that the position of a health worker is an advantage, as during the health examination, nurses and 
doctors can ask about the causes of the injuries and the victim can feel comfortable about sharing information 
about their situation. A doctor explained: 
“They may not tell the truth with others, but with doctors, they seem to be more honest because we bring them 
the health”.  
3.3.4. Work Experience 
Many respondents believed that their work experience makes it easier for them to identify the victims. Health 
professionals believed that work experience could help them to distinguish injuries caused by DV from injuries 
caused by other accidents. The attitudes of the women they believed may be an indication of DV exposure that an 
experienced health professional can recognize. As one participant with many years experience noted: 
“She said that she fall of her bicycle, but with her back eye, my experience told me that she was hit by someone”. 
3.3.5. Availability of Time 
A condition that health workers believed prevented them from identifying abused women was the availability of 
time. Most respondents said that if they had the time they would be more likely to identify victims of DV. Most of 
health professionals believed that the busyness of their work and severe physical conditions of patients was an 
impediment to providing appropriate care. For instance, a doctor said that: 
“In the day shift it may be fine. In the night shift, many emergency patients but only one doctor in charge, so you 
know, how can I cover all of them, some patients they have an accident for example, it may damage his life”. 
3.3.6. Willingness of the Victim 
Health workers also believed that the willingness of the victim to reveal their situation influences the appropriate 
responses that health workers can provide. Nurses and doctors stated that even when they suspect an abuse case, 
they may ignore it if the patient herself and her family member do not want to share information about their dif-
ficulty. They justified their response by stating that they believed that DV is considered as a private matter so if the 
victim does not want others to be involved, then health workers should not interfere. Some of the health workers 
also believed that their main task is looking after health related to problems such as injuries to the victim’s body. 
Some nurses and doctors also felt that it would be easier for them to screen for DV if the victim was willing to talk 
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with them about the violence. This was demonstrated by the following comments: 
“I know clearly she was beaten but she tells lie...”  
3.3.7. Lack of Specialized Facilities 
In addition, it was recognized that there is a lack of specialized facilities. Nurses and doctors believed that there 
was a lack of guidelines on how to deal with DV and abuse and that they felt that this was a significant barrier to 
health workers in screening for DV. They also expressed that discussing DV with women is very sensitive, and 
dismayed that there is no private space in their hospital. A nurse said: 
“You see, patient is everywhere, if I ask her about the violence, she will cry again, not good if other patients see 
this patient cries again”. 
4. Discussion 
Overall, the beliefs expressed by health professionals in this study contribute to the growing body of literature 
about barriers and facilitating factors that influence health professional’s responses to DV [13]-[16] and is unique 
to the Vietnam context. 
The majority of nurses and doctors expressed the importance of responding and identifying victims of DV, and 
exhibit compassionated attitudes towards the women. This finding is consistent with previous research [17] which 
identified that most health providers have compassionate attitudes toward the abused women. The health profes-
sionals in this study also felt that they could not communicate their compassion effectively due to barriers in-
cluding time and lack of personal space. The study also found that health care workers may recognize the presence 
of DV in their practice, however may not be fully aware of the magnitude of the problem due to these barriers. 
Both training and professional experience may help to increase the readiness of the staff to be more proactive 
about its identification and management [11] [13] [14] [18]. 
This study also identifies negative beliefs which may be barriers to nurses and doctors in screening for victims 
of DV. Previous studies support these findings which show that health professionals carefully consider the con-
sequences of asking about DV, the safety of health staff and also the potential disruption that intervention may 
cause in the victim’s life [11] [13]. 
While participants identified a number of individuals or groups who they believed would approve of health staff 
detecting victims of DV, they believed that the victim’s husband and his family would be disapproving of their 
intervention. Health professionals believed that one of disadvantages of screening for DV is a potential negative 
reaction from the abuser, Previous studies have found that households that have experienced DV may also object 
to health staff initiating any interventions because DV is often considered a private family matter [19]. 
Nurses and doctors identified the belief that there were advantages of working in the hospital environment that 
would facilitate them screening for victims of DV. These finding are supported by a study by Gurmanis [13], who 
found that professional support (including support from colleagues) and the availability of facilities at the hospital 
were positive factors contributing to health professional’s motivation to intervene in cases of DV. This study also 
found that nurses and doctors lack sufficient skills to assist them in intervening [11] [13] [18] [20].  
5. Implication 
This is the first study to examine the beliefs of health professionals regarding responding to victims of DV con-
ducted in Vietnam. The findings of this study have potential to meaningfully contribute to the knowledge of DV 
and its management in Vietnam. By understanding underlying beliefs that influence health professionals’ identi-
fication of victims of DV, it is recommended that hospitals discuss strategies which they feel could help to faci-
litate their staff to perform this task and also help staff to deal with the relationship between the victims and their 
families. An expectation for each hospital could be that guidelines for nurses and doctors to follow, and estab-
lishment of a comfortable and private environment for them to work with the women should be provided.  
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